as well as to engage in sexual and risky health behaviors. 8 Communal resettlement of the internally displaced can facilitate the re-establishment of social ties, reducing such health risks. However, collective resettlement centers also serve to isolate internally displaced women from the host population, and foster stigmatizing attitudes toward displaced individuals, relegating them to low social status. 3, 9 In addition, the nature of the resettlement process may influence the impact of migration on sexual and reproductive health. 10 The use of collective resettlement patterns (the approach utilized in Georgia), in which internally displaced individuals are resettled in clusters, assists in maintaining healthy behaviors and social and cultural norms, thus potentially minimizing risky behaviors (particularly those related to sexual activity and the use of tobacco, alcohol and drugs). 9, 11 The Case of Georgia
In the Republic of Georgia, intense ethnic conflicts in the regions of Abkhazia and South Ossetia led to the displacement of 300,000 people during the first decade after independence in 1991. 12 The majority resettled in western Georgia and in the capital city of Tbilisi. In 2006, after 15 years of displacement, more than 237,000 people remained officially registered with the government as internally displaced. 13 The impact of this displacement has been far-reaching: Cases of death, gender-based violence and rape among internally displaced women have been documented, 14 and even after resettlement, internally displaced persons have often faced hardships linked to poverty and social isolation.
Obtaining adequate health care has been a particular challenge for internally displaced persons in Georgia. Although displaced persons are covered by state insurance programs and are eligible for free medical assistance in Georgia's main cities, this assistance is limited (because of lack of funding) to consultations with doctors and does not cover advanced laboratory tests or treatment. 9, 11 Researchers have concluded that the overall health of internally displaced women in Georgia is worse than that of nondisplaced women. 11 In the 1999 Georgia Reproductive Health Survey (GRHS), sexually experienced women aged 15-44 who were internally displaced had higher rates of clinician-diagnosed anemia, asthma, hypertension, heart failure, and urinary and hepatitis B infections than did nondisplaced women. 15 Moreover, several small studies have found that disease is underdiagnosed among internally displaced women in Georgia. 16 In one collective resettlement study, 65% of families reported health-related problems, yet did not report seeking medical treatment, a rate 15% higher than that in the general population. 17 The lack of medical equipment, limited access to qualified staff and high expected payments (formal or informal) for medical care contribute to the reluctance of internally displaced persons to seek medical attention. When internally displaced women receive assistance, it tends to be of low quality. 11 Moreover, the internally displaced are at a particular disadvantage in navigating a rapidly changing health care system. Since independence, Georgia's public health infrastructure has become increasingly dilapidated. Service provision and payment structures have changed dramatically, leading to access difficulties across the population but especially among the poor. 18 Diagnostic laboratories continue to be concentrated in Tbilisi, which limits government surveillance of health issues and contributes to the underregistration of disease. 15 Although internationally supported efforts to address reproductive health needs in Georgia have grown substantially since 1991, little attention has been given to the sexual and reproductive health of the country's internally displaced women. However, the need for reproductive health services remains great. In 1998 (a peak year), there were 37 cases of gonorrhea and 53 cases of syphilis per 100,000 persons. By 2005, the prevalence of these diseases had fallen (to 28 and 12 per 100,000, respectively), but remained comparatively high. 19 (In Western Europe, for example, the corresponding figures are fewer than 20 and five cases per 100,000 persons, respectively. 20 ) At the same time, the prevalence of PID has continued to increase in Georgia, from 77 to 115 cases per 100,000 women between 2000 and 2005.* 19 These high rates of STIs and PID have coincided with low levels of sexual health knowledge, substantial unmet need for modern contraceptives and high reliance on abortion. Although the IUD is the second most common form of fertility regulation after abortion, in 1999, only 20% of sexually experienced women reported having ever used an IUD. 15 Similarly, just 15% of sexually experienced women reported having ever used a condom, and the proportion of current or consistent condom users was very low. 15 Moreover, Georgia's abortion rate is among the highest in Eastern Europe and central Asia. 21 For these reasons, identifying factors associated with sexual and reproductive health outcomes among both displaced and nondisplaced women is critically important for public health policy and clinical practice in Georgia. Investigation of these issues can inform the development of health care approaches that target populations at particular risk.
STIs and PID
Although STIs and PID differ in terms of causation, treatment and health outcomes, they are also related. Bacterial STIs are a risk factor for PID, and the two disease categories have been linked to similar behavioral and socioeconomic characteristics. 22 Sexual health practices are the key risk-related behaviors associated with PID and STIs. PID is associated with two bacterial STIs, gonorrhea and chlamydia, which, if untreat- 
Measures
Our dependent variables are whether women have ever received a medical diagnosis of an STI or PID. Women were asked, "Have you ever been told that you have syphilis, gonorrhea, chlamydia, or trichomoniasis?" and "Has a doctor ever told you that you have pelvic inflammatory disease (salpingitis or endometritis)?" Respondents are categorized as ever-diagnosed or never-diagnosed for STIs and PID separately. Self-reported health measures are often subject to reporting and recall biases, but the use of medical diagnoses in this study should minimize misreporting.
The key explanatory variable in this analysis is women's displacement status. Respondents in the GRHS were asked if they possessed the registration card that internally displaced residents need to obtain many government services; those who reported that they had such a card were classified as displaced. Thus, this measure enables us to divide the sample into women with official documentation of internal displacement and those without such documentation. Although some women who were internally displaced during 1991-1999 may not have received a registration card, the proportion appears to be small: Only 3% of the displaced women surveyed did not have such a card.
We also examine specific measures related to behavior and socioeconomic status. Six behavioral variables are used to examine sexual risk and access to medical care. Because relatively few women in Georgia report having had more than one lifetime sexual partner, we use self-reports of having had multiple partners as a proxy for elevated lifetime exposure to STIs. Ever having used an IUD is included as a possible risk factor for PID, as postinsertion monitoring in Georgia is notoriously poor. Condom use may reflect higher reproductive health knowledge, and thus be associated with lower levels of STI or PID risk, or it may be associated with risk behaviors or with having partners who have engaged in risk behaviors. To test the importance of condom use, we compare women who reported having ever used a condom with women who said they had never used one. Having ever had an induced abortion is included in our analyses, because pregnancy termination is often associated with iatrogenic PID. 2 As a measure of access to medical care, we consider whether respondents had had a gynecological exam in the past year. Last, given the established link between STIs and PID, we control for whether respondents had ever had a diagnosis of an STI.
The socioeconomic variables in our analysis include measures of education, place of residence, wealth, culture, ed, lead to PID in 14-19% of cases. 22 In some circumstances, regardless of sexual behavior, women are susceptible to PID when normal bacteria in the vagina spread into the uterus, fallopian tubes and abdomen. This may occur after an abortion or childbirth, or may follow the insertion of an IUD, especially when quality postinsertion health care services are not provided. [23] [24] [25] Other risk factors for PID include inconsistent use of barrier contraceptives and having more than one lifetime sexual partner. 26 Prior pregnancies and abortions are associated with an elevated risk of both STIs and PID. 2 Finally, use of an IUD and inconsistent condom use have been associated with STIs in some studies, but not in others; 27-29 the inconsistency in findings seems to be the result of variations in samples, estimation techniques and prevalence of infections.
Diagnosis of the two types of conditions can pose challenges. Most STIs are readily diagnosed clinically, but women may misidentify symptoms. The clinical diagnosis of asymptomatic PID is difficult because of the absence of a standard diagnostic procedure. Patients with limited health care access or resources are unlikely to be able to afford advanced diagnostic testing, limiting identification of asymptomatic STIs and PID. Thus, these conditions may go undiagnosed, particularly among displaced women, unless they are severe and symptomatic. Examining selfreports of these diagnoses provides a conservative means of testing the potential importance of displacement.
In this study, we use the 1999 GRHS to test the hypothesis that internally displaced women exhibit higher rates of reported STI and PID diagnoses than nondisplaced women. We expect to find associations, but anticipate that the strength of these associations will diminish when we control for behavioral and socioeconomic factors. We also examine whether the risk factors for STIs and PID among internally displaced women differ from those among nondisplaced women. We expect that behavioral variables will be particularly important in explaining STI and PID outcomes among displaced women, and that socioeconomic variables will be particularly important among nondisplaced women.
METHODS

Data
The 1999 GRHS collected data from a nationally representative cluster sample of 7,798 women aged 15-44. It included an oversample of 1,791 internally displaced women, half of whom were living in collective resettlement centers. 15 Conducted in late 1999 and 2000 through faceto-face interviews, the survey included measures of health and health behaviors, demographic characteristics and socioeconomic status.* Given the importance of sexual behavior in STI and PID risk, we limit our analyses to women who reported being sexually experienced (N=5,703). To compensate for the oversample of internally displaced women and to make the data nationally representative, we employ individual sample weight corrections and adjust for clustering effects. † *Although data from the 2005 GRHS are available,the 2005 survey did not include an oversample of the internally displaced.Because the 1999 GRHS did include such an oversample, its data enable a more precise examination of the links between displacement status and women's health, and lend insight into the developmental path of reproductive health in Georgia during the 1990s. †Adjustment for the oversampling of displaced women (weighted sample size, 268) is dictated by the fact that these women were not selected from the overall household sample,but purposely sampled from 74 urban collective resettlement centers in Georgia. categorize women's educational attainment as having attended some college (i.e., university or institute) or less. Wealth, which typically displays a protective effect on health, is assessed via a composite measure of 10 household amenities.* Following the strategy advocated by Bollen and colleagues, we add one to the total number of amenities reported and use the natural log of the resulting score as a continuous measure. 30 Social networks are indirectly measured by the number of women of reproductive age in the household (family networks) and whether the respondent speaks a non-Georgian language at home (social networks). We expect these networks to have a protective effect on health, as they provide access to information as well as social surveillance (monitoring, and social and collective support, from members of the network).
Analysis
We first calculate descriptive statistics for the sample as a whole and for displaced and nondisplaced women. We also calculate the prevalence of STIs and PID by sample characteristics. To identify differences across categories, we use two-tailed chi-square tests.
Correlation matrix and variance inflation analyses of the study variables reveal that collinearity is within acceptable levels. To determine whether internal displacement is associated with the risk of STI or PID diagnosis, we calculate a three-step logistic model across the pooled sample. Similar models are then run separately for internally displaced and nondisplaced women, in order to assess the similarity of risk factors. One measure-having two or more lifetime partners-is excluded from the second set of multivariate analyses because of the small cell size in the internally displaced sample. Results of the multivariate models are presented as odds ratios, with associated standard errors.
RESULTS
Descriptive Analyses
Ten percent of sexually experienced women report having received an STI diagnosis, and 25% report having received a PID diagnosis (Table 1) . Internally displaced women are more likely than nondisplaced women to have been diagnosed with PID (31% vs. 25%). Most behavioral measures are positively correlated with STIs or PID. Socioeconomic variables are also important, as rates of STI diagnoses are elevated among women with high levels of education, medium or high socioeconomic status and residence in the Tbilisi region. However, these characteristics are not associated with differences in PID diagnoses. Women who do not speak Georgian at home are less likely to report an STI or PID. Overall, the number of behavioral and socioeconomic variables associated with STI diagnoses is greater than the number associated with PID diagnoses, and the p-values for those associations are generally much having ever used a condom and having had a gynecological exam in the past year) are associated with increased odds of an STI diagnosis, while having ever had an abortion is associated with reduced odds. Socioeconomic variables are important for both groups, although there are differences in the strength and direction of association. Every increase of one unit in socioeconomic status more than quadruples the odds of a reported STI diagnosis among displaced women (odds ratio, 4.8), and large but only marginally significant increases are found for women who share their home with another woman of reproductive age lower for STI diagnoses than for PID diagnoses. Displaced women differ from nondisplaced women on several behavioral and socioeconomic variables in our analysis (Table 2) . Displaced women are less likely than nondisplaced women to report having had more than one sexual partner in their lifetime; they are more likely than nondisplaced women to have ever used an IUD. In addition, displaced and nondisplaced women differ in two socioeconomic characteristics. Although the two groups have similar levels of educational attainment, more than three-fifths of displaced women have low socioeconomic status, compared with one-third of nondisplaced women. Moreover, displaced women are more likely than nondisplaced women to report that they speak Georgian at home.
Internal Displacement and Reproductive Health in Georgia
Multivariate Analyses
In univariate models (not shown), the odds of an STI diagnosis among internally displaced women are not significantly different from those among nondisplaced women (odds ratio, 0.7). However, internally displaced women have significantly higher odds than nondisplaced woman of reporting a previous PID diagnosis ( 1.3) .
In a multivariate model that includes behavioral measures only (Table 3 , Model 1, page 26), internal displacement is not associated with STI diagnosis (odds ratio, 0.7), but all of the behavioral measures are associated with STI diagnosis. With the addition of socioeconomic factors (Model 2), the odds ratios for behavioral variables that are positively associated with STI diagnosis in Model 1 decline slightly, but all except one are still significant. Among socioeconomic indicators, higher socioeconomic status and capital city residence are associated with elevated odds of reporting an STI diagnosis (odds ratios, 1.8 and 2.1, respectively), while speaking a minority language at home is associated with reduced odds (0.5).
In the corresponding analysis for PID diagnosis, internal displacement continues to be associated with increased odds of diagnosis when behavioral variables are included (odds ratio, 1.3; Model 1). Having had a gynecological exam within the past year and having a history of an STI diagnosis are also associated with elevated odds of reporting a PID diagnosis (1.8 and 2.8, respectively). After the addition of socioeconomic variables, the relationship between displacement status and a PID diagnosis becomes only marginally significant (1.3). However, the odds of PID diagnosis remain elevated among women who had a gynecological exam in the past year (1.6) or ever received an STI diagnosis (2.9). Residence in the Tbilisi region (0.8) and speaking a minority language (0.6) are associated with reduced odds of PID diagnosis.
Separate analyses for the internally displaced and nondisplaced populations of women are presented in Table 4 (page 26). We use the full model to compare the pattern of determinants between the two groups. For reported STI diagnoses, we find no significant behavioral links for the displaced women. Among nondisplaced women, three behavioral factors (having ever used an IUD, and those who speak a minority language (p=.06). Among nondisplaced women, the associations between STI diagnosis and socioeconomic status (1.7) and residence in the capital city (2.2) are significant and strong. Speaking a minority language at home is negatively associated with STI diagnosis (0.5). Two behavioral variables (having had a gynecological exam in the last 12 months and having had an STI diagnosis) are associated with elevated odds of PID diagnosis among both internally displaced and nondisplaced women. None of the relationships between socioeconomic variables and PID are significant for displaced women, but capital city residence (odds ratio, 0.8) and speaking a minority language at home (0.6) are associated with reduced odds of PID diagnosis among nondisplaced women.
Finally, Tables 3 and 4 show that the independent variables explain a relatively small proportion of the variance in the STI and PID models. However, since the goal of this study is to look at the importance of displacement status and to compare patterns across two populations, the modest R 2 values for both health outcomes are acceptable.
DISCUSSION
In examining data from the 1999 GRHS, we find that displacement is associated with a history of PID diagnosis, but not with STI diagnosis. The association between displacement and the odds of ever having been diagnosed and socioeconomic factors. 6, 15, 31 Across models and groups, increased opportunity for diagnosis appears to play a significant role (only about a third of all women in the study, whether displaced or not, had had a gynecological exam in the past year), suggesting that both STIs and PID are underdiagnosed in Georgia, and highlighting the need for additional research linking displacement status, health care utilization and quality of services. Our results, though interesting, are preliminary. We are limited by the cross-sectional nature of the data, which precludes an assessment of whether diagnoses of STIs and PID occurred before migration or after. We are also hindered by the relatively small number of displaced women in the weighted sample, and by the limited behavioral measures available. Other limitations include our reliance on self-reported data on behaviors and disease diagnoses, and on physician diagnoses of STIs and PID. Because many cases of STIs and PID are asymptomatic, and because symptomatic cases are often not diagnosed by clinicians, the actual prevalence of these conditions may be even higher than that reported here. Moreover, our reliance on physiciandiagnosed cases increases in our analyses the impact of women's access to medical care: Women with such access may be more likely than other women to report having a history of STIs or PID, simply because they have had more opportunities to be evaluated for those conditions.
Internal Displacement and Reproductive Health in Georgia
Program Implications
Our results have several implications for policies concerning the reproductive health of displaced and nondisplaced women in Georgia. First, because levels of reported diagnoses are high-one in 10 women has had an STI diagnosed, and one in four has received a diagnosis of PID-more education concerning sexual health, STI prevention, symptom identification, testing and treatment is needed. This is particularly important in settings, such as Georgia, where strong pronatal norms exist, as both disease categories are linked to infertility and other serious health outcomes. Second, the fact that having had a recent gynecological exam is associated with diagnosis suggests that better access to care and improved medical monitoring are needed. Although the data analyzed here do not indicate whether women were diagnosed at their last visit, or if the visit was prompted by a previous diagnosis, the fact that a large majority of women aged 15-44 have not had a gynecological checkup in the past year points to the need for expanded medical access. Finally, the results underscore the need to target services to vulnerable groups. Internally displaced women are significantly more likely than nondisplaced women to have had a PID diagnosis. Because public health funds are limited, targeting education and monitoring to these women and to other groups at special risk can enable more effective use of resources.
with PID is weakened when socioeconomic variables are included in the model, consistent with our expectations.
We also hypothesized that the patterns of risk for STI and PID diagnoses would differ between displaced and nondisplaced women, such that diagnoses would be associated with socioeconomic variables among nondisplaced women and with behavioral variables among displaced women. Multivariate analyses confirm that the risk patterns vary among displaced and nondisplaced women, albeit not entirely in the manner we expected. Among displaced women, two behavioral factors-having had a recent gynecological exam and having a history of STIs-appear to be strongly linked to PID diagnosis, but none of the behavioral factors are predictors of STI diagnosis. In contrast, among nondisplaced women, behavioral and socioeconomic factors are associated with both diagnoses. Several behavioral variables, including contraceptive use and abortion history, are associated with STI diagnosis, but not with PID diagnosis, among nondisplaced women. Consistent with other studies, 27,28 a history of IUD use is associated with STI diagnosis but not with PID, possibly indicating that aseptic conditions for insertion are difficult to ensure in Georgia.
In addition, we find that among nondisplaced women, those who reside in the Tbilisi region have elevated odds of STI diagnoses but reduced levels of PID diagnoses. Normally, one would expect a region with a high prevalence of STIs to also have a high prevalence of PID. One possible explanation for this finding may be regional differences in health education and in the stigma associated with reporting STI diagnoses. Another explanation could be regional differences in available resources and management of diseases. It is also possible that factors for which we were unable to control might account for this difference.
Another variation by displacement status concerns our measure of cultural affiliation. Speaking a minority language at home is associated with reduced odds of both STI and PID diagnoses among nondisplaced women. For these women, language networks may be related to systems of social support and monitoring that may encourage healthy behaviors, protecting them from STIs or otherwise reducing the likelihood of diagnosis. Among displaced women, there was a marginally significant (p=.06) positive association between speaking a minority language and STI diagnosis, providing tentative support for the hypothesis that language networks represent a resource for financial support (perhaps thus enabling STI testing and increasing the opportunity for diagnosis). More research is needed to explain the relationship between language networks and STI diagnosis by displacement status.
Overall, our findings clearly illustrate the complex linkages between measures of sexual and reproductive health and displacement status. Internally displaced women face unique economic, cultural and social stresses, and we have documented that these women have an elevated risk of having had a PID diagnosis. In addition, our results are consistent with the interpretation that sexual and reproductive health risks may be linked to certain behavioral 
Maternal Mortality
The 2000 Millennium Summit set the reduction of maternal mortality as one of eight millennium development goals, with the target of reducing the1990 maternal mortality ratio by 75% by 2015. The causes of maternal mortality are well-known, as are preventive measures and treatments.Yet by 2005,the global ratio had declined by only 5%,with a wide gap between developed and developing countries (decreases of 24% and 7%, respectively). What factors influence mortality levels? What interventions might make a difference in low-resource settings? What concrete actions are neededwhether at the global, national or local level-to make progress in this neglected area? These are among the questions we hope to address in the December 2009 special issue of International Family Planning Perspectives on maternal mortality. We will consider commentaries as well as submissions based on either qualitative or quantitative research with clear implications for programs or policies.
To be eligible for the special issue,submissions must be received by March 31,2009.Authors should follow the journal's style, as detailed in the Guidelines for Authors, which can be found in this issue and online at <http://www.guttmacher.org/guidelines/guidelines_ ifpp.html>. 
